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REMARKS BY
SENATOR MAX BAUCUS
TO THE
GOVERNOR'S CONFERENCE ON HEALTH CARE
NOVEMBER 18, 1988
POCATELLO, IDAHO
THANK YOU FOR INVITING ME TO SPEAK TONIGHT.
LIKE MOST AMERICANS, MY INTEREST IN HEALTH
CARE BEGAN WITH A PERSONAL EXPERIENCE- WHEN I
FIRST RAN FOR CONGRESS F I ACTUALLY WALKED.
I WALKED ACROSS MONTANA -- OVER 600 MILES.
FROM YELLOWSTONE PARK TO YAAK, MONTANA -- A
LOGGING COMMUNITY NEAR THE CANADIAN BORDER -- I
MET WITH FOLKS AND LEARNED ABOUT THE CONCERNS OF
RURAL MONTANA.
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SHINSPLINTS. AND IN MOST CASES THE CLOSEST THING
TO A HEALTH CLINIC WAS CHICO HOT SPRINGS, OR THE
LOCAL SALOON IN YAAK CALLED "THE DIRTY SHAME."
I FINALLY GOT MY SHINSPLINTS TREATED -- BY AN
ATHLETIC TRAINER IN BOZEMAN. AND I LEARNED
SOMETHING IMPORTANT.
I LEARNED FIRST-HAND OF THE CHALLENGES ALL OF
YOU FACE EVERY DAY. I LEARNED THAT PROVIDING
HEALTH CARE IN THE GREAT EXPANSES OF RURAL AMERICA
IS NO EASY TASK.
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1. WATERGATE WAS
ALL OVER THE FRONT PAGE. RONALD REAGAN WAS A
RETIRED GOVERNOR FROM CALIFORNIA. GEORGE BUSH WAS
THE U.S. LIAISON OFFICER IN CHINA.
HEALTH CARE COSTS
TOTAL HEALTH CARE SPENDING BACK THEN BY
EVERYBODY -- GOVERNMENT, PRIVATE INDIVIDUALS AND
EMPLOYERS -- WAS ABOUT WAS ABOUT $100 BILLION.
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HEALTH CARE SPENDING " IS NEARLY 12
PERCENT OF GNP -- ABOUT $500 BILLION A YEAR.
THAT'S MORE THAN THE TOTAL OF GOVERNMENT
SPENDING ON ALL GOODS AND SERVICES OF ANY OTHER
INDUSTRIALIZED NATION ON EARTHI
WHO WOULD EVER THINK THAT WE WOULD SPEND MORE
ON HEALTH THAN ON DEFENSE. BUT WE DO. WE DO
BECAUSE OF TECHNOLOGY, INFLATION, INSURANCE, AND
CONSUMER DEMAND FOR THE BEST POSSIBLE SERVICES,
REGARDLESS OF COST.
THAT TREND IS EXPECTED TO CONTINUE. EXPERTS
FORESEE HEALTH SPENDING TO TRIPLE BY THE YEAR 2000
-- TO $1.5 TRILLION A YEARI
AND THAT'S ASSUMING THE TRAIL WE WALK IS
SMOOTH AND STRAIGHT, NOT CURVED AND ROCKY, AND NO
SHINSPLINTS.
IT ASSUMES NO NEW MAJOR HEALTH PROGRAMS FOR
THE UNINSUREDoOR FOR LONG TERM CARE, AND NO RETURN
TO DOUBLE-DIGIT INFLATION IN HEALTH CARE COSTS.
AND IT ASSUMES THE BABY BOOM GENERATION WON'T
PUT NEW DEMANDS ON THE HEALTH CARE SYSTEM IN THE
YEARS AHEAD.
K TO THE FUTURE FOR RURAL
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. AND WHAT WAS ONE
? THE MEDICARE PROSPECTIVE PAYMENT
SYSTEM.
WITHOUT A DOUBT, THIS IS THE MOST VISIBLE
EXAMPLE OF OUR BUDGET-DRIVEN APPROACH TO HEALTH
CARE.
IT IS A CLEAR EXAMPLE OF HOW THE GOVERNMENT
CHOSE TO WORSHIP AT THE ALTAR OF EFFICIENCY, RATHER
THAN FOCUS ON WAYS TO PROVIDE *AM BETTER SERVICE
_-f age flevent VAs wF
IN 1983, THE PROSPECTIVE PAYMENT SYSTEM WAS AC
TAILOR-MADE FOR AN ADMINISTRATION THAT
HAD COME TO WASHINGTON PUSHING ORTHODOX FREE-
I | MARKET THEORY.
i
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DON'T GET ME WRONG. THERE IS NOTHING WRONG
WITH EFFICIENCY IN GOVERNMENT PROGRAMS. IN FACT,
WE COULD STAND A WHOLE LOT MORE d900k
BUT EFFICIENCY SHOULDN'T BE HELD OUT AS THE
SOLE STANDARD, THE GOAL ABOVE ALL OTHERS..-A*
EFFICIENCY MAY BE FINE IF YOU'RE TRYING TO
SELL POTATOES, BUT YOU AND I KNOW THAT HEALTH CAREI
IS MORE THAN JUST A COMMODITY -- IT'S PEOPLE,
SOON AFTER P.P.S. WAS IN PLACE, IT BECAME
EVIDENT THAT CITY FOLKS WERE GETTING A BETTER DEAL
THAN PEOPLE IN THE COUNTRY. A MUCH BETTER DEAL.
-- MEDICARE PROFITS FOR URBAN HOSPITALS WERE,
ON AVERAGE, ABOUT TWICE AS HIGH AS THOSE FOR 
RURAL
HOSPITALS.
-- ONE OUT OF EVERY TEN RURAL HOSPITALS WAS
ACTUALLY LOSING MONEY SERVING MEDICARE PATIENTS.
-- AND, FOR RURAL HOSPITALS WITH FEWER THAN
50 BEDS, MEDICARE LOSSES WERE RUNNING AS MUCH AS
TWENTY PERCENT.
BY 1986, THE THIRD YEAR OF THE NEW PAYMENT
SYSTEM, THE TREND HAD BECOME CLEAR.
-- URBAN PROFIT MARGINS Pr
-00 , WERE JOWNEARLY NINE TIMES HIGHER THAN
THE AVERAGE RURAL LEVEL.
-- ONE IN EVERY TEN RURAL HOSPITALS WAS BEING
PAID 33 PERCENT BELOW ITS COSTS FOR SERVING
MEDICARE PATIENTS.
- AND LOSSES FOR MANY OF THE SMALLEST RURAL
HOSPITALS HAD HIT A STAGGERING LEVEL OF MINUS 48
PERCENT.
MANY RURAL HOSPITALS CLOSED. IDAHO HAS LOST
TWO. MONTANA * LOST THREE.
AS IN MANY OTHER FEDERAL POLICIES -- SUCH AS
4is
AIRLINE DEREGULATION ANDAPHONE DEREGULATION -- THE
BLIND PURSUIT OF EFFICIENCY BECAME AN ALBATROSS
AROUND THE NECK OF RURAL AMERICA.
BY 1986 IT WAS CLEAR THAT, FOR RURAL
HOSPITALS, THE FEDERAL PAYMENT POLICY WAS A ONE-
WAY TICKET TO OBLIVION.
SOLUTIONS FOR RURAL HEALTH
SINCE THEN LEGISLATION HAS BEEN INTRODUCED IN
CONGRESS TO CORRECT IMBALANCES IN THE SYSTEM.
THE RURAL HEALTH CARE IMPROVEMENT ACT OF 1986
AND THE RURAL HEALTH CARE VIABILITY ACT OF 1987
BOTH CONTAINED PROVISIONS THAT -- FOR THE FIRST
TIME -- STRENGTHENED THE RURAL HEALTH CARE SYSTEM.
ALMOST EVERY SINGLE PROVISION FROM THOSE TWO
BILLS IS NOW LAW.
WAS SIMPLE. THE CONCERNS OF
RURAL COMMUNITIES WERE TAKEN FROM THE OUTER
FRINGES OF THE HEALTH POLICY DEBATE AND PLACED
FRONT AND CENTER -- RIGHT WHERE THEY BELONG.
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WE'VE ACCOMPLISHED A LOT.
WE'VE NARROWED THE URBAN/RURAL HOSPITAL
PAYMENT GAP FROM OVER 20 PERCENT TO BELOW 15
PERCENT.
WE HAVE EXPANDED ELIGIBILITY FOR THE SWING
BED PROGRAM AND THE RURAL REFERRAL CENTER PROGRAM.
WE'VE PROVIDED REWARDS FOR PHYSICIANS WHO
GIVE PRIMARY CARE AND WHO PRACTICE IN MEDICALLY
UNDERSERVED COMMUNITIES.
WE'VE BEGUN TO MAKE REAL REDUCTIONS IN ABOUT
A DOZEN HIGH-PRICED SPECIALTY SERVICES WHERE
REIMBURSEMENT LEVELS HAD BECOME OVER-INFLATED.
FOR RURAL HEALTH CLINICS, WE DIRECTED THE
DEPARTMENT OF HEALTH AND HUMAN SERVICES TO
INCREASE AND PERMANENTLY INDEX THE FEDERAL PAYMENT
LIMITS.
AND WE HAVE BEGUN TO ENCOURAGE GREATER
INDEPENDENCE FOR NON-PHYSICIAN HEALTH
PROFESSIONALS BY ALLOWING THEM MORE OPPORTUNITIES
TO BILL MEDICARE DIRECTLY FOR THEIR SERVICES.
IN ADDITION TO THESE REIMBURSEMENT REFORMS,
WE HAVE NOW ESTABLISHED A NEW OFFICE OF RURAL
HEALTH WITHIN THE DEPARTMENT OF HEALTH AND HUMAN
SERVICES. WE'VE CREATED A PERMANENT SET-ASIDE OF
FUNDS TO SUPPORT RURAL HEALTH STUDIES.
AND WE'VE DIRECTED THAT FUTURE MEDICARE RULES
AND REGULATIONS BE ANALYZED FOR THEIR EFFECT ON
RURAL HEALTH CARE BEFORE, NOT AFTER, THEY ARE
PUBLISHED.
ALL TOTALLED, IN THE LAST TWO YEARS WE HAVE
ENACTED OVER 25 SEPARATE PROVISIONS INTENDED TO
ADDRESS SPECIFIC RURAL HEALTH PROBLEMS.
FUTURE RURAL PROPOSALS
BUT LET'S BE REALISTIC. FOR TOO LONG WE'VE
BEEN ON THE DEFENSIVE. SURE, WE WON IMPORTANT
BATTLES, BUT THEY WERE WHEN THE OTHER TEAM HAD THE
BALL ON "FIRST AND TEN" WITH "GOAL TO GO."
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WE'VE MADE SURE THAT RURAL HEALTH CARE WON'T
BE LEFT OUT IN THE COLD TO FEND FOR ITSELF
ANYMORE. BUT AS VINCE LOMBARDI OFTEN SAID, "THE
BEST DEFENSE IS A GOOD OFFENSE." AND THIS IS THE
TIME TO PUT THAT ADVICE TO WORK FOR US.
THE TIME IS RIPE FOR US TO CHANGE TACTICS --
TO SWITCH FROM DEFENSE TO OFFENSE. AND THE TIMING
COULDN'T BE BETTER.
Ma ofC
WE HAVE MOMENTUM GOING, AND IT IS IMPORTANT
FOR US TO USE THAT MOMENTUM TO BUILD ON THE
FUTURE.
AS I SEE IT, THERE ARE THREE KEY AREAS TO
FOCUS ON: ISOLATION, EQUITY, AND ACCESS.
l .- .
MORE MUST BE DONE TO REDUCE THE ISOLATION OF
RURAL MEDICAL COMMUNITIES. WE CAN BETTER USE
SATELLITE TECHNOLOGY TO LINK RURAL HEALTH
PROFESSIONALS TO URBAN TEACHING CENTERS AND
SPECIALISTS.
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THE DEPARTMENT OF HEALTH AND HUMAN SERVICES
HAS AUTHORITY TO START A PILOT PROGRAM -- I'D LIKE
TO SEE IT EXPANDED.
JUST BECAUSE YOU CHOOSE TO PRACTICE MEDICINE
IN PATTERSON, IDAHJOR CUTBANK, MONTANA DOESN'T
MEAN YOU SHOULD BE CUT OFF FROM MEDICAL ADVANCES
COMING OUT OF U.C.L.A.
THERE MUST BE EQUITY IN THE SYSTEM. WE'VE
GOT TO MAKE SURE THE FEDERAL GOVERNMENT PAYS ITS
FAIR SHARE OF THE BILL. AND WE HAVE TO MAKE SURE
THAT THE UNIQUE PROBLEMS OF OUR RURAL STATES DO
NOT FALL ON DEAF EARS IN WASHINGTON.
WE CAN ESTABLISH HIGHER PAYMENT UPDATES FOR
RURAL HOSPITALS, AND PROVIDE FINANCIAL REWARDS FOR
PRIMARY CARE SERVICES AND PHYSICIANS PRACTICING IN
RURAL AREAS.
THERE SHOULD BE EQUITY IN REIMBURSEMENT AMONG
URBAN AND RURAL HEALTH CARE SERVICES. AND WE MUST
RE-EXAMINE RURAL SAFETY NET PROGRAMS SUCH AS THE
SOLE COMMUNITY HOSPITAL DESIGNATION AND THE RURAL
HEALTH CLINICS PROGRAM.
NO ONE IS ASKING THAT SMALL RURAL HOSPITALS
AND CLINICS BE GIVEN A BLANK CHECK. BUT _UO &V E A eL
C POLICY THAT SENDS ALL THE PROFITS TO
NEW YORK AND CHICAGO AND LEAVES YOU HANGING OUT TO
DRY.
AND WHILE WE WORK TO STRENGTHEN FEDERAL
PROGRAMS, WE NEED STEPPED-UP EFFORTS TO IMPROVE
ACCESS TO QUALITY HEALTH CARE IN THE HEARTLAND.
WE COULD REWARD STATES THAT INCREASE THEIR
MEDICAID REIMBURSEMENT FOR OBSTETRICAL CARE.
THERE'S NO LONGER ANY QUESTION THAT THE FAILURE OF
MEDICAID PAYMENTS TO KEEP PACE WITH RISING COSTS
HAS CONTRIBUTED TO THE DECLINE IN OBSTETRICAL
SERVICES IN RURAL COMMUNITIES.
AND WE NEED TO DEVISE NEW INCENTIVES TO
ATTRACT MORE DOCTORS TO THE COUNTRY. A NEW PILOT
LOAN FORGIVENESS PROGRAM SHOULD HELP. I HOPE SO.
THESE ARE ALL IMPORTANT AND NEEDED
CHANGES FOR RURAL HEALTH CARE. BUT THERE IS MORE.
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I BELIEVE WE WILL SEE A MAJOR IMPROVEMENT
NEXT YEAR IN THE WAY MEDICARE PAYS RURAL
HOSPITALS. THERE IS ENOUGH SUPPORT IN CONGRESS
NOW TO MAKE A REAL DIFFERENCE.
TAKING SOME HOSPITALS OUT OF P.P.S. IS ONE
POSSIBILITY. ELIMINATING THE URBAN-RURAL PAYMENT
DIFFERENTIAL IS ANOTHER. SMALL RURAL HOSPITALS
HAVE JUST BEEN TAKING LOSSES FOR TOO LONG.
WHAT ALL THIS BOILS DOWN TO -- PUTTING THE
RULES, THE REGULATIONS AND ALL THAT ASIDE -- IS
PRESERVING A QUALITY OF LIFE. THE QUALITY OF LIFE
THAT WE CHERISH IN THE ROCKY MOUNTAIN STATES. THE
QUALITY OF LIFE THAT WE WON'T GIVE UP.
RURAL HOSPITALS ARE NOT COLD DISPENSERS OF
PILLS AND ADVICE. THEY ARE OFTEN THE HEART OF
THEIR COMMUNITIES. THE LARGES. EMPLOYERS IN TOWN.
AND A PLACE WHERE FAMILY MEMBERS ARE BORN AND PULL
TOGETHER IN TIMES OF CRISIS.
FOR THE PAST SEVEN YEARS OUR GOVERNMENT HAS
TURNED A COLD SHOULDER TO THE NEEDS OF RURAL
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AMERICA. IF IT WASN'T FLASHY, IF IT WASN'T FAST,
IF IT WASN'T EFFICIENT -- IT WASN'T IMPORTANT.
LOOK AT OUR AIRLINES. THE ONLY WAY YOU CAN
GET TO SMALLTOWN U.S.A. THESE DAYS IS TO BE
SQUEEZED THROUGH SOME AIRPORT HUB LIKE CHEESU
- amp P^%y Foot Fait it.
THROUGH A STRAINER. I KNOW, I DO IT IE R. iu a
I TRAVEL BETWEEN WASHINGTON, D.C. AND
MONTANA.
IF ANYTHING, WE NEED TO KEEP TEACHING
WASHINGTON THAT THERE IS MORE TO RURAL AMERICA
THAN FARMS AND RANCHES. THAT SMALLTOWN AMERICA
HAS DREAMS AND AMBITIONS JUST AS URBAN AMERICA
DOES.
THAT'S A TOUGH TASK. THERE IS A TERRIBLE
DISEASE IN WASHINGTON. IT'S CALLED POTOMAC FEVER.
IT AFFECTS THE BRAIN -- NARROWS THE MIND -- CLOUDS
THE THINKING. AND THE ONLY CURE IS A VISIT TO
RURAL AMERICA.
A YEAR AGO I INVITED DR. BILL ROPER FROM HCFA
TO JOIN ME ON SOME VISITS TO RURAL HOSPITALS IN
Fo 2 if re t / At Star yar 044'.St
EASTERN MONTANA. I THINK IT GAVE HIM A BETTER
APPRECIATION OF OUR CONCERNS.
YOU NEED TO DO THE SAME -- GET MORE
_ _- - -
GOVERNMENT OFFICIALS OUT FROM BEHIND THEIR DESKS
IN WASHINGTON AND INTO YOUR HOSPITALS AND HEALTH
CENTERS. GIVE THEM FIRST-HAND EXPERIENCE WITH
WHAT IS GOING ON IN YOUR TOWN. LIKE THe
Fie ;.r.HAND EXPERIENCE WALKING FROM TOWN TO TOWN ACROSSA
MONTANA.
CONCLUSION
THE KEY IS GETTING OUR MESSAGE ACROSS. WE
HAVE SHOWN THAT WE CAN MAKE A DIFFERENCE WHEN
THOSE OF US WHO CARE ABOUT RURAL HEALTH CARE SPEAK
UP AND HAVE CONCRETE, CONSTRUCTUVE SOLUTIONS TO
OFFER.
BUT WE NEED TO KEEP BUILDING ON THE RURAL
HEALTH AGENDA. AND WASHINGTON, D.C. NEEDS TO BE
CONSTANTLY REMINDED OF WHAT YOU ARE FACING HERE IN
IDAHO, AND OF YOUR IDEAS FOR CHANGE.
IN WASHINGTON, OPPORTUNITY KNOCKS NOT ONCE,
BUT MANY TIMES. THE KEY IS IN THE TIMING. AND
morrR A #Jew AOMcitSti 1ylVo
RIGHT NOW IS THE BEST TIME FOR ALL OF US TO
A
PREPARE OUR NEXT AGENDA FOR RURAL HEALTH CARE.
I WILL BE THERE TO WORK WITH YOU ON RURAL
HEALTH. YOU HAVE MY SUPPORT. BECAUSE I KNOW
TIMES HAVE CHANGED A GREAT DEAL SINCE MY WALKING
DAYS IN 1974.
THE DIFFERENCE NOW IS THAT I'M NOT WALKING
ALONE. I'M WALKING WITH YOU, AND WITH ALL THE
PEOPLE FROM RURAL AMERICA. AND THAT MAKES ALL THE
DIFFERENCE.
